Modern western management practice is undergoing change slowly and painfully, recognizing that the quick solutions on which it has relied for so many years do not work. One of the reasons [for the failure of quick solutions] lies in ignoring the invisible world -the spiritual, the collective unconscious, the underlying order of things.' 1
Structural change -in all its guises
Organizational change is frequently structural in orientation, where the administrative arrangements are altered, for example, for strategy setting, financing, operations or accountability. Structural changes commonly inflicted on public health care services include the creation of new organizations, agencies and positions, and the merging or abolition of old ones. Operational units in particular are at great risk of being reconfigured, merged or broken up, or re-tasked to alternate sets of roles, duties and responsibilities. Reporting and accountability arrangements are also likely to be changed, perhaps alongside new financial mechanisms and even reformed legal frameworks. New vocabularies are frequently required to communicate the nature and meaning of such changes (e.g. commissioning, fundholding, foundation trust, clinical directorate and clinical governance, to take just some of the more recent).
Many such structural changes have taken place in the UK National Health Service (NHS) in the past 34 years and in many other countries too. 2 Over this long period structural change has been used as a remedy for all manner of perceived deficiencies, such as poor strategic focus, loose financial control, lack of accountability, excess of bureaucracy, lack of efficiency and many other manifestations of organizational ills.
Yet despite the high prevalence of structural change, the evidence base supporting such recon-figurations is limited at best. Moreover, in 2005 Braithwaite and colleagues, in this journal, drew attention to the considerable negative effects of structural change in health organizations. 3 Subsequently we have argued that organizational change in health care organizations often adversely affects the central therapeutic relationship between patient and carer. 4 Why then, given the lack of evidence for benefits, and reasonable grounds for suspicion of harm, does structural change so often seem to be the approach of first resort?
Political drivers
The immediate manifestations of structural change are -to some -gratifyingly obvious: structural change generates much activity, particularly in the political arena and in the senior management strata of health care organizations. In fact, the management of extensive structural change may take almost the entire efforts of the most senior people in health care bureaucracies for considerable periods of time. The immersion of senior figures in managing far-reaching structural change is both demanding and exhausting. Because of this sustained commitment, structural changes are often widely signalled, much debated and highly visible. They are also often associated with the movement of people around (sometimes new) senior positions, and require significant 're-branding' of the new entities that emerge. Structural change thus clearly shows that 'something is being done'.
Such high-visibility changes are often attractive to political leaders, as the activity generated is a potent demonstration of effective power and a defence against any allegation of political inertia. Structural change particularly interests the media and is more newsworthy than the day-to-day business of hospitals (that is, caring for patients). Thus, activity can be demonstrated which appears to both legitimize the political leadership and endorse the work of senior management.
Drivers for senior management
In the administration of health service structural changes, there may be clear financial and professional opportunities for senior people. Amongst these are early retirements when positions disappear, the creation and legitimization of new senior positions and enlarged jobs for the ambitious. Moreover, structural change can have some useful spin-off effects, such as relief from pressing difficulties if problematic projects can be shelved, and the scope for troublesome personnel to be moved to remote organizational locations.
At a deeper level, structural change may assuage some of the psychological challenges that senior managers face in coping with their work environments. According to Manfred Kets de Fries, one of Europe's leading management thinkers, 5 the psychological drivers of senior executives mean that they like to think they are totally in control: one expression of which is an urge to micro-manage the organization. Health executives, in particular, sometimes initiate specific structural rearrangements for hospitals, even where they have limited understanding of the core 'business' (i.e. the delivery of sometimes complex aspects of care). This may reflect the narcissism which Kets de Fries believes is a common part of the psychological make up of senior managers. Such senior individuals rarely receive the critical comment required to test or moderate plans, as it may not be in the interests of those closest to them to be candid. Kets de Fries also suggests that a reason for such widespread initiation of structural change may be the depression often found in senior people, a response to which is a retreat into action. The restructuring of health care organizations may thus reflect a therapeutic process to help senior executives deal with their neuroses.
Detachment
A common phenomenon of large health care organizations is the increased distance between top management and the front-line workforce. For senior executives -even those not touched by psychopathology -this distance may permit them to promote painful structural change while insulating them from any guilt at the creation of numerous human difficulties where care is delivered. These difficulties include both those experienced by patients as care delivery is disrupted and those felt by care staff, such as uncertainly, insecurity, role disruption and even redundancy. It has been observed that 'intelligent psychopaths' are likely to prosper in senior management where lack of a social conscience is an asset if 'radical surgery' to an organization is needed. 6
Collusion
A further psychological process involves collusion between the senior mangers and the 'coal face workers' as they build or amend structures and hierarchies. Structures in organizations can provide defences against the stressors of the task itself. 7 For a nurse or doctor, for example -dealing with the frightening anxieties of treating patients with incurable diseases -there may be benefits in organizational arrangements that push responsibility upwards or deflect it to others, or indeed benefits that come from organizational confusion. Defences can include invoking distant authority systems, displacement activity towards professional training, or blaming of funding arrangements. Thus frequent structural change may paradoxically supply useful cover stories and psychological defences for those at the front line.
Taken together
Taken together, then, such observations suggest powerful material and psychological drivers and significant collusion across the system that propel the dominant players down the restructuring route. Through restructuring, visibility and legitimacy are enlarged, power is demonstrated in action, and personal psychopathologies can be held in check. Moreover, the impossibilities of disentangling causes and effects in such complex systems precludes any significant holding to account for success or failure of restructuring interventions.
Structural change embodies assumptions that organizations can be seen as machines: get the right components and the correct linkages and soon the system will be humming along nicely. When breakdowns become evident, the solutions seized upon are simple: change the components; rearrange the pieces; tighten the linkages. But perhaps different metaphors for change are needed.
Changing tack
A key early requirement is a candid debate as to whether senior executives and politicians can, in truth, systematically plan for health outcomes.
Structural change in health care: what's the attraction?
This may be a far greater challenge than mechanistic views of organizations presuppose.
The history of health services suggests that major changes are in reality often initiated by an uncontrollable series of 'jolts'. Such change occurs not via linear processes or planned action; instead, shocks to the system put in train a series of unpredictable events from which new realities emerge. The rash of health care scandals in the UK in the 1990s (Shipman, Bristol, Alder Hay) provided one series of shocks that have raised quality and safety high on the agenda. Other challenges are provided by changing patterns of demography, disease and social constructions of ill-health. At present, for example, the health services in Britain, Australia and elsewhere have been jolted into dealing with 'epidemics' of phenomena that are not well understood and which were not clearly foreseen. These include widespread community unhappiness, depression, chronic disease, obesity, drug and alcohol usage, and violence -all accompanied by major pressures on hospitals and other health services. Such problems are complex and interlinked, and are exacerbated by challenging and shifting social circumstances and disruption.
Considering such contemporary challenges raises the question of whether there are any good examples of top-down structural changes in health services which demonstrably and unequivocally contribute to the caring needed for people experiencing these phenomena. We doubt that such simple linkages between structures and outcomes can readily be shown. There may therefore need to be a greater degree of humility about our capacity to predict outcomes. Gardening metaphors may have greater utility than any emphasis on structure, emphasising as they do patience, nurturing and the creation of the right environments for growth, while recognizing uncertainty of outcome.
The need for values and new leadership
What then should senior healthcare managers do when organizations need to respond to challenging and changing environments? We argue that the review and communication of organizational values is crucial. This might emerge, for example, by the greater practice of spirituality by leaders in the work environment. 1 Spirituality need not be about religion; it involves listening deeply to a wide diversity of perspectives, getting in touch with one's own values and principles, and nurturing the spirit and gifts of everyone.
In work from Cranfield School of Management, 22 positive consequences of such spiritual leadership are identified. 8 Amongst these are the promotion of internal networks and more positive recognition of service -two key work practices that can always be improved upon in the heath care industry. The authors promote managerial behaviours that are almost counter cultural in health industries -for example approaching situations with an attitude of discernment rather than intervention, of listening rather than doing. A leadership emphasis on spirituality (and the consequential adoption of associated values) could build upon the unexpressed but widespread spirituality of workers.
A parallel notion identified recently 9 is that leaders of truly functional organizations may see part of their role as sustaining a culture of values and relationships which maximizes opportunities for personal relationships and group building. Surely in health care organizations, such strongly built teams are the main channel to deal with the exigencies of contemporary illness? There is a need for supportive leadership, whereby virtuous leaders are able to promote proper development of people in their hospitals. This approach to people assists the management of change by overt acknowledgment that the wellbeing of colleagues in the organization is paramount. In more traditional language this is the true empowerment of health care workers.
Living values
In our experience it is unusual for healthcare organizations not to have stated core values. It is equally unusual for these to be taken seriously enough to be considered in the day-to-day running of a health service. If values are important, why should a health care organization not provide some hours during the week for teams of colleagues to review whether the work they have recently undertaken matches the values espoused on their behalf? Perhaps there is a need to adopt different values in response to changing societal circumstances and demands? Could new employees be provided with time to consider whether their own demeanour and beliefs are sufficiently consistent with the organization they have joined? Perhaps some values need to be jettisoned? In all these cases, however, the necessary review and discussion cannot be undertaken quickly and requires senior managers to spend their own time leading and valuing such debate.
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We know that our proposals are challenging. However, patients and staff deserve better: a debate that deconstructs structural change and reaffirms a belief in human potential. We hope that this article contributes to that debate.
